Introduction
It is almost 20 years since the first ECH virus was recognized. During a search for polio-viruses, a virus was found in tissue culture which was not neutralized by antibodies to polio-viruses or to Coxsackie viruses, and which was incapable of producing illness in suckling mice or monkeys. These enteric viruses were then described as Orphan because they were not pathogenic to laboratory animals, and because their relationship to illness was obscure. Subsequently they were defined as the Enteric (from their source), Cytopathogenic (from the changes produced in monkey and human cells in tissue culture), Human (in origin) and Orphan group of viruses (Science, 1955) . To date thirty-one ECHO virus types distinguished by antigenic properties have been recognized. However, some reclassification is taking place; thus, type 8 has been found to be related to type 1, and types 10 and 28 are now included in the reoviruses and rhinoviruses, respectively. ECHO type 6 is now well established as a not uncommon cause of aseptic meningitis (Winkelstein et al., 1957; Lepow et al., 1962; Peckham, 1964) .
Other syndromes attributed to infection with this type are encephalitis, lymphadenopathy and muscle weakness (Winkelstein et al., 1957) ; skin rashes, respiratory infections, myalgia and a Bornholm-like illness (Karzon & Barron, 1962; Peckham, 1964) .
The association with diarrhoea in children is not definitely established (Sommerville, 1958;  Kibrick,1965 
Clinical features
Of the fourteen patients, eleven presented with meningitis, one with chest wall myalgia, one with pericarditis and one with pharyngitis. Other syndromes manifested by the patients included conjunctivitis, pharyngitis with cervical lymphadenopathy, abdominal pain, and glomerulonephritis. In many of the patients the overall picture was thus composed of several of these syndromes (Table 1) . On admission all patients were febrile, ranging from 37-2°to 39-8°C.
The main syndromes are considered under five headings:
Aseptic meningitis
In eleven patients, the onset of illness was acute with fever, headache and signs of meningeal irritation; vomiting occurred in eight of these patients, and photophobia in six, of which one had conjunctivitis. Encephalitic manifestations as shown by extreme restlessness and excitement, or drowsiness, were present in four patients, each of whom had fever over 38.3°C on admission. Lumbar puncture was performed in all eleven patients during their first 24 hr in hospital. Pleocytosis was present in ten. Polymorphonuclear leucocytes predominated in eight patients with counts varying from fourteen to 580 cells/mm3; in patients no. 9 and no. 14, on the 6th and 7th day of admission respectively, repeat spinal fluid examination showed change to predominant lymphocytosis. Protein levels ranged from 10 to 80 mg/100 ml, and glucose from 38 to 82 mg/100 ml ( (Fig. 1) .
A 27-year-old man (Case no. 14) made a clinical recovery in 6 days, and left hospital on the 16th day, after his spinal fluid had returned to normal. His general health continued to improve at home during the next 2 weeks, but then he had to be readmitted with a recurrence of aseptic meningitis. This second illness lasted 6 days. Polymorphonuclear leucocytosis predominated in the CSF on both occasions ( Fig. 1 and Table 2 ).
Myalgia
Approximately 16 hr prior to admission a 37-yearold woman (Case no. 1) developed bilateral lower chest pain, which was worse on inspiration and associated with tenderness at the site of the pain. Following this she experienced pain in the left side of the neck, and in the abdomen. Her temperature was never recorded higher than 37-2°C. There were no other physical signs. X-ray of chest and abdomen, ECG and white cell count were normal. ECHO 6 virus was isolated from the stool.
Abdominal pain was a prominent symptom in three other patients; this was unassociated with gastro-intestinal symptoms, and therefore quite possibly also myalgic. Muscle (Table 2) .
Virus isolation
Isolations from stools were mostly from specimens collected during the 1st week of the illness, though in one patient ECHO 6 virus was isolated 14 days after admission to hospital. From the CSF most isolations were from the fluid obtained at lumbar puncture during the first 24 hr in hospital (Table 3) .
Discussion
The peak incidence of ECHO 6 virus infection in Chelmsford occurred in the autumn. This seasonal pattern corresponded with that seen in England and Wales during 1968, and to a lesser extent in 1967 when there was no national epidemic (Tables 4 and  5 and Fig. 3 ). No ECHO 6 virus was isolated in the Chelmsford area during 1967. The incidence of ECHO 6 virus infection in New York in 1955 had an earlier peak, in July and August (Karzon & Barron, 1962). The seasonal pattern shown in the national and Chelmsford figures (Fig. 3) can speculatively be attributed to the increased ease of viral transmission occasioned by more frequent person-to-person contact in closed places at the start of the cold weather, while the fall in incidence over the next several weeks may relate to the acquisition of immunity and disappearance of ECHO 6 virus carriers. During the period when these patients were observed, a considerable number of individuals were seen in the same hospital group with similar syndromes but from whom no pathogens were isolated, which raises the distinct possibility of a higher incidence of ECHO 6 virus infection than was (Karzon & Barron, 1962) , children were especially affected in Chelmsford, six boys and one girl. This is possibly due to immunity in adults acquired following exposure to infection in earlier life.
There was a contact history between Cases 11 and 12, who were 5-year-old playmates. The interval between the onsets of their illnesses was 3-4 days, which accords with the incubation period suggested in other outbreaks (Winkelstein et al., 1957 (Karzon & Barron, 1962 (Yuceoglu, Berkovich & Minkowitz, 1966) but not previously in association with type 6 infection. Diarrhoea has been reported in ECHO type 6 epidemics (Karzon & Barron, 1962; Peckham, 1964) ; but, in comparison with children suffering from respiratory infection as control, Sommerville (1958) encountered only a slight excess of ECHO virus isolation in children with diarrhoea.
Only one of our patients had diarrhoea. Nausea and vomiting occurred in ten of our fourteen patients, but these symptoms were essentially part of the meningitic illness, rather than primarily gastroenterological.
As in previous epidemics of ECHO type 6 virus infection, our patients had illnesses of only moderate severity from which they rapidly recovered without sequelae. The severity and course of the illness were not related to the haematological or cerebrospinal fluid abnormalities. One patient (Case no. 14 showed a biphasic course, which has previously been observed by Karzon & Barron (1962) . The explanation for this variability in response to infection is not understood; Webb (1968) suggests that host immunity may be the determining factor.
The virus is most commonly isolated from the stool, followed by throat swab and then CSF (Winkelstein et al., 1957; Karzon & Barron, 1962; Peckham, 1964 (Karzon & Barron, 1962) .
